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Background The optimal modality carotid revascularization prior to cardiac surgery is not known and practice patterns vary widely. We aim to 
describe clinical characteristics associated with the choice to use CEA versus CAS in patients undergoing carotid revascularization prior to urgent 
cardiac surgery.
Methods Retrospective evaluation of patients undergoing carotid revascularization between Jan 2005 and June 2009 included in the National 
Cardiovascular Database Registry, Carotid Artery Revascularization and Endarterectomy Registry (NCDR-CARE). Patients whose indication for CEA or 
CAS was the need for urgent cardiac surgery within 30 days were included. Baseline characteristics were compared between those undergoing CEA 
and CAS. Multivariate adjustment was used to determine independent clinical predictors of procedure type.
Results There were 339 patients who met study criteria, of whom 200 underwent CAS and 139 CEA. Patients undergoing CAS were more likely 
to be non-white (15.0 v. 5.8%, p = 0.04), have higher creatinine (1.3 v. 1.1, p = 0.05), peripheral artery disease (PAD) (41.5 v. 25.9%, p < 0.01), 
prior neck surgery (6.5 v. 0.7%, p <0.01), left-main coronary disease (33.8 v. 20.1%, p < 0.01), prior carotid intervention (21.5 v. 6.5%, p < 
0.01), symptomatic ipsilateral carotid within 6 months (35.5 v. 20.9%, p < 0.01), and prior neurologic events (48.5 v. 31.9%, p < 0.01). Patients 
undergoing CAS were less likely to have diabetes (36.5 v. 50.4%, p = 0.01) and had a lower procedural risk based on ASA score (2.7 v. 3.4, p < 
0.01). Almost no patients undergoing CAS had general anesthesia (3.0%) whereas almost all those undergoing CEA did (90.7%). Hospitals in the 
midwest were less likely to perform CAS (37.2%) than CEA (62.7%), while in other regions 2/3 of cases were CAS and 1/3 were CEA. A history of PAD, 
carotid procedures, stroke, and left main stenosis were the independent predictors of patients receiving CAS.
Conclusions Left main coronary disease, prior carotid intervention, PAD and prior neurologic events were independently associated with patients 
who undergo CAS prior to urgent cardiac surgery. Midwest hospitals were more likely to perform CEA, while other regions were more likely to perform 
CAS.
